
Date 

revision HCFA-PM-86-20
(BERC) official ATTACHMENT3-1-B 
1986 september Page 3a 

OHB NO. 0938-0193 

State/Territory: NEW JERSEY 

AMOUNT, DURATION AND SCOPEOF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S1: Pregnant Tomen 

6. 	 medical care and any other type of remedial care recognized under State 

law, furnished by licensed practitioners within the scope of their 

practice as defined by State law. 


a. 	 Podiatrists' Services 
-

-/T Provided: L/ No limitations With limitations* 

b. Optometrists' Services 

-

Provided: r /  No limitations With limitations* 

C. 	 Chiropractors' Services 
-

limitations With limitations*
Provided: r /  No 
d. Other Practitioners' Services 


-/x/ Provided: r /  No limitations With limitations* 

7 .  Home Health Services 

a. 	 Intermittent or part-time nursing service provided by a home health 

agency or by a registered nurse when
no home health agency exists in 

the area. 


- 
-/w Provided: c/ Nolimitations &/ Withlimitations* 


b. 	 Home health aide services provided by a home health agency. 
-

-/v Provided: r /  Nolimitations /x/ Withlimitations* 

C. medical supplies, equipment,
and appliances suitable for use in the 

home. 


- 
/x/ Provided: L/ No limitations a/ Withlimitations*-

d. Physical therapy, occupational therapy,
or speech pathology and 

agency
audiology services provided by a home health or medical 


rehabilitation facility. 

- -

Provided: c/ No limitations*limitations a/ With 


*Description provided on attachment. 


TN No. % -1.7 
Effective Supersedes Approval DateMAy 2 9 19w OCT. 1 1886 

TN No. 5'1; .G-, 
HCFA ID: 0140P/0102A 




Revision: HCFA-PH-86-20 (BERC) ATTACHMENT 3.1-B 
september 1986 Page 3 b  

OKE lo. 0938-0193 

State/Territory: NEW JERSEY 

6 .  	 medical care and any other type of remedial care recognized under State 
law, furnished by licensed practitioners within the scope of their 
practice as defined by State law. 

a. 	 Podiatrists' Services 
- 

// Provided: // No limitations // With limitations*-
b. 	 Optometrists' Services 

- 
/x/ Provided: // No limitations a/ With limitations*-

C. 	 Chiropractors' Services 
- 

-// Provided: // No limitations // With limitations* 

d. 	 Other Practitioners, Services 
- 

-/EProvided: // No limitations /J/ With limitations* 

7 .  Home Health Services 

a. 	 Intermittent or part-time nursing service provided by a home health 

agency or by a registered nurse when no home health agency exists in 

the area. 


-
-/cProvided: // lo limitations /x/ With limitations* 

b. 	 Home health aide services provided by a homehealth agency.
- 

&/ Provided: // lo limitations &/ With limitations* 

C. 	 medical supplies, equipment, and appliances suitable for use in the 

home. 


-- Provided: // lo limitations /x/With limitations* 

d. 	 Physical therapy, occupational therapy, or speech pathology and 

audiology services provided by a home health agency or medical 

rehabilitation facility. 


- &y Provided: I/ No limitations &/ With limitations* 

description providedon attachment. 


TN lo. % - I 7  

Supersedes Approval Date MAY "*' Effective Date OCT* 1 lesa 

Tn lo. % ,(c 


HCFA ID: 014OP/OlOU 




Revision: HCFA-PM-86-20 (BERC) official ATTACHWENT 3.1-B 
september 1986 	 Page X 

OKB NO. 0938-0193 

state/territory NEW JERSEY 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
medically NEEDY GROUP(S): Aged, Blind or D i s a b l e d  

6 .  	 medical care and any other type of remedial care recognized under State 
law, furnished by licensed practitioners within the scope of their 
practice as defined by State law. 

a. 	 Podiatrists, Services 
-& Provided: L/ lo limitations /x/ With limitations* 

b. 	 Optometrists' Services 
- &T Provided: r /  No limitations &/ With limitations* 

C. 	 Chiropractors* Services 
- 

-/7 Provided: L/ No limitations // With limitations* 

d. 	 Other Practitioners* Services 
- &T Provided: // No limitations u/ With limitations* 

7 .  Home Health Services 

a. 	 Intermittent or part-time nursing service provided by a home health 

agency or by a registered nurse when no homehealth agency exists in 

the area. 


- &T Provided: // no limitations fi/ With limitations* 

b. 	 Home health aide services provided by a home health agency. 
- &T Provided: // No limitations &/ With limitations* 

C. 	 medical supplies, equipment, and appliances suitable for use in the 
home. 

- -
Provided: r /  lo limitations /J/ With limitations* 

d. 	 Physical therapy, occupational therapy, or speech pathology and 
audiology services provided by a homehealth agency or medical 
rehabilitation facility. 

--/cProvided: // no limitations /x/ With limitations* 

*Description provided on attachment. 


Tta NO. YI - i * 7  

Supersedes Approval Date MAY 2 Q 1987 Effective Date OCT* ' 1986 

TN lo. rt - k  


HCFA ID: 0140PlOlOU 


-





revision HCFA-PW-86-20 (BERC) ATTACHMENT 3.1-B 
SEPTEMBER 1986 

OKB YO. 0938-0193 

State/Territory: NEW JERSEY 

amount DURATION AND SCOPE OF services PROVIDED 
medically NEEDY GROUP(S): Dependent Children 

8. 	 Private duty nursing services. 
- 

//- Provided: // Yo limitations r /  With limitations* 

9. Clinic services. 

- dy Provided: // No limitations &/ With limitations* 

10. Dental services. 
 - -
Provided: // Yo limitations u/ With limitations* 

11. Physical therapy and related services. 


a. 	 Physical therapy. 


-./FProvided: // lo limitations /x/ With limitations* 

b. Occupational therapy. 

- 3 Provided: // lo limitations /J/ with limitations* 

c. Services for individuals with speech, hearing, and language disorders 
provided by or under supervisionof a speechpathologist or audiologist. 

--/x/ Provided: // Po limitations /x/ With limitations* 

12. 	 Prescribed drugs, dentures, and prosthetic devices; and eyeglasses 
prescribed by a physicianskilled in diseases of the eye or by an 
optometrist. 

a. Prescribed drugs. -/x Provided: // lo limitations /x/ with limitations* 

b. 	 Dentures. -- -
Provided: / I  lo limitations lJ/ With limitations* 

*Description provided on attachment. 

m Yo. $!- 6 
HCFA ID: 014OP/OlOU 



MEDICALLY  

Revision: (BERC)
HCFA-PM-86-20 

SEPTEMBER 1986 


State/Territory: NEW JERSEY 

amount DURATION AND scope OF SERVICES PROVIDED 
NEEDY disabledGROUP(S): 


I 


0. 	 Private duty nursing services. 
- 

-/T Provided: // Yo limitations // Withlimitations* 


9.  	 Clinic services. 
- -

Provided: // Yo limitations &/ Withlimitations* 


10. Dental services. 
- -

Provided: // no limitations a/ Withlimitations* 

11. Physical therapy and relatedservices. 


a. Physical therapy. 

- -

Provided: // no limitations u/ Withlimitations* 


b. 	 Occupational therapy. 
- -

Provided: // no limitations d/ Withlimitations* 

C. Services for individuals with speech, hearing,
and language disorders 


provided by or under supervisionof a speech pathologistor audiologist. 

-

-/kProvided: // no limitations /x/ Withlimitations* 

12. 	 Prescribed drugs, dentures,and prosthetic devices; and eyeglasses

prescribed by a physician skilledin diseases of the eye or by an 

optometrist 


8. Prescribed drugs. 
- -// Provided: // lo limitations // With limitations 

b. 	 Dentures. - --
Provided: // no limitations /XI Withlimitations* I 

*Description provided onattachment. 


TY YO. &'&-IT 

Supersedes Approval DateMAY 29 1987 

Tu Yo. a - L  


HCFA ID: 014OP/OlOU 




Superseder  - -  

M O U N T ,  DURATION AND scope OF services provided 
MEDICALLY needy GROUP(S): P r e g n a n t  

C .  	 Prosthetic devices. 
- fi Provided: r/ No limitations Ql With limitations* 

d. eyeglasses. 


13. 	 Other diagnostic,screening, preventive, and rehabilitative services. 
i.e.. other than those provided elsewhere inthis p l a n .  

a. Diagnostic services. 


b. Screening services. 

- 

/ V provided /x/-
C. Preventive services. 


-
/y/ provided L A J-

No limitations 


No limitations 

d. Rehabilitative services. 

- 

1 XJ provided: i/ Ha Limitations-

-
L l  with limitations* 

-
Lu With limitations* 

-u/ Withlimitations* 


14. 	 Services f o r  individual1 age6 5  or older in institutions f o r  mental 
diseases. 

a. Inpatient hospital services. 
- -
1 7  Provided: 1 1  No limitations i/ with limitations-

I . b. Skilled nursing facilityservices 
'  - - -

No
limitations LI  With limitations-/ / Provided: 
*Description providedon attachant. 

TIJ No. 4.e9ct 
Approval Date JUN 1 *' c . * Effective Date NOV 2 9 1991 

TN No. 
HCFA ID: G l 4 O P ) O l O Z l  



- -  

this 

Revision: HCFA-PH-86-20 (BERC) 

SEPTEMBER 1986 


state/territory NEW JERSEY I 

- M O U N T ,  DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S) : Dependent  Children 

C. prosthetic devices. --/T Provided: L-1 No limitations Lz with limitations* 

d.eyeglasses. -
c
/T Provided: r /  No limitations rv With limitations* 

13. 	 Other  diagnostic screening, preventive, and rehabilitative services, 
i.e., other than those provided elsewhere in plan 

a.  	 Diagnostic services. 
- -- Provided: L/ No limitations /x/ with limitations* 

d. Rehabilitative services. 
- 
/ A/ Provided: r /  No limitations /"7 with limitations* 

1 4 .  	 Services for individuals age 6 5  or older in institutions for mental 
diseases .  

8 .  Inpatient hospital services. 

-/T Provided: r/ 00 limitstions L/ with limitations* 

b. 	 Skilled nursing facility services. 
-

/-/ Provided: L/ lo limitations L/ with limitations* 
*Description providedon attachment. 

TY Yo. 9a-R.A JUN 2 9 1992 

Supersedes Approval Date Effective Date -NO\/2 3 I%? 

TIJ No. w-12 


HCFA ID: 0 1 4 O P / O l O U  



c.Prosthetit devices 
- &T Provided: L/ No limitations 2 with limitations* 

d .  eyeglasses 
-fl7 Provided: / / No limitations /II/- with limitations*- 

13. 	 Other diagnostic, screening, preventive, and rehabilitative services. 
i.e., other than those provided elsewhere in this plan 

8 .  Diagnosticservices. 
- -1x7 Provided: L no limitations /x/ with limitations* 

b. Screening services. -
/X 1 provided - 4 1  )lo limitations L/- with limitations.-

C .  	 Preventive services. 
- - 

/X *'-1 Provided: -1 NO limitations k /  with limitations* 

. d. Rehabilitative services. 
- 

/ x 1  Provided: L/ No limitations /V- with limitations* 

14. 


a. 

b. 


HC?A ID: 014OP/010tA 




State/Territory: NEW JERSEY 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDYGROUP(S) : Pregnant  women 

c. 	 Intermediate care facility services. 
- 

-/r Provided: L/ No limitations*limitations i/ With 


15. a. Intermediate care facility services (other thansuch services in an 

institution for mental diseases) for persons determined in accordance 

with section 1902(a)(31)(a) of theAct, to be in needof such care. 

- 
-/r Provided: r /  Nolimitations r /  With limitations* 

b. Including such services in a public institution(or distinct part 


16. 


17. 


18. 


thereof) for the mentally retarded
or persons with related conditions. 
- 

-/r Provided: r /  No limitations L/ Withlimitations* 

Inpatient psychiatric facilityservices for individuals under 22 years

of age. 


- 
limitations r /  With-/r Provided: r /  No limitations* 

Nurse-midwife services. 

-

-/x/ Provided: r /  Nolimitations /K7 Withlimitations* 

Hospice care (in accordance with section1905(0) of the Act). 

- 

-/? Provided: L/ No limitations*limitations L/ With 

on attachment. 


Supersedes Approval Date FA'; 2 lgE7 Effective Date oct ?g?:>I .TN NO . f ' c  L 

HCFA ID: 0140P/0102A 



